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THE CLINICAL ASPECTS OF VISCEBOPTOSIS. 
BY ALBERT J. WALTON, LONDON. 
IT has been the experience of all surgeons to meet with cases presenting the 
symptoms of some acute or chronic abdominal lesion which at  operation fail 
to show the expected pathological change. Until a few years ago i t  was cus- 
tomary to believe that an error of diagnosis had been made and that a laparo- 
tomg had been performed unjustifiably. For this reason but few of these 
cases were reported, and our knowledge of the cause of the symptoms remained 
uncertain. ‘ Gradually, however, it became clear that the majority could be 
grouped together in so far as they presented definite lesions, and increasing 
experience has shown that, although the symptoms might vary considerably, 
these pathological changes are remarkably constant. As soon as this fact 
became evident, attention was more fully directed to the subject, so that the 
existence of this group of cases is now well recognized. The conditions 
discovered at operation have been frequently described, and many terms 
have been applied to the changes found in one 01: more areas. 
WiIms24 believes that the symptoms are largely due to excessive 
mobility and dilatation of the caecum. Jackson13 has described fully an 
abnormal and characteristic membrane found on the anterior wall of the 
cccum, and has shown how this membrane, which had previously been de- 
scribed as the parietocolic membrane by Jonnesco and Juvara,l4 might be 
the cause of clinical symptoms. Payrl8 has given a detailed description 
of a somewhat similar membrane in the region of the splenic flexure. The 
changes found on the under surface of the mesentery of the terminal ilium 
have had much attention directed to them by the full and descriptive account 
given by Sir Arbuthnot LaneP and somewhat similar bands and adhesions 
in the region of the pelvic colon and the left broad ligament in the female have 
been described by Toldt, Gray,8 and others. 
A great deal of work has been carried out to determine what is the cause 
of these pathological changes, the disease being at various times described as 
Payr’s disease, Jackson’s membrane, ‘ intestinal stasis,’ ‘ auto-intoxication,’ 
or the ‘chronic abdomen.’ As a result of this work several distinct views 
have materialized, viz. :- 
1. That the ban& and adhsions are tk result of chronic inlestinal stasis. 
This view has been largely supported by Lane.15 He believes that 
owing to the stasis there is a tendency for the viscera to drop, and that the 
adhesions are formed as an attempt to overcome this ptosis: that they may 
in fact be regarded as a crystallization of the lines of strain. 
2.  That the pathological conditions are dependent upon the presence of chronic 
inflammatory changes. 
Jackson believed that the membrane he described was due to separation 
of the peritoneal covering owing to lymph stasis. That the other.membranes 
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are also inflammatory is a view which has gained considerablc credence, being 
supported by such authorities as Binnie,2 Pilcher,lQ Gerster,i Hertzler,11 
and Hofmeister.12 Although this view is not now so widely held, it has of late 
been revived in a somewhat modified form by Adami.1 
3. That the nzembranes and bands are of congenital origin. 
Evidence in favour of this view is accumulating, although there is still 
some divergence of opinion as to the nature of the developmental changes. 
Thus, Coffeyr regards the persistence of congenitally long mesenteries as the 
primary condition, the ‘bands and adhesions being a physiological attempt to 
overcome the congenital fault. Both Flint9 and Morleylt consider that the 
condition is a combination of a congenital mesentery and a prolongation of 
the attachment of the omentum over the ascending colon, the latter giving 
rise to  Jackson’s membrane. Eisendrath and Schnoofi hold a similar view, 
believing that the membrane is a reduplication of a fold constantly found in 
the foetus. Mayda believes on the other hand that the caxiim and lower end 
of the ileum have burrowed behind the posterior parietal peritoneum, which 
persists as the Jackson’s membrane. Gray and Anderson9 have moreover 
brought forward considerable evidence to show that these membranes are due 
to excess of the physiological fusion which normally takes place in embryonic 
life between various portions of the peritoneal sac. Reid,*1 in his researches 
upon the genito-mesenteric fold, has pointed out that this structure has attach- 
ments very similar to  those of the band described by Lane as giving rise to 
kinking of the lower ileum, and suggests that in all probability it is the fore- 
runner of this band. Pringlezo has done much to make the pathology clear by 
showing that there are two factors present, firstly the visceroptosis, and 
secondly the bands and adhesions. 
This brief description of the views which are still held, will show that the 
pathological aspect has excited considerable interest, and in fact a very large 
number of communications have been published on the subject in recent years- 
so much so that but little can be added to the present state of the discussion. 
Without entering further into the matter, it is sufficient to state that in my own 
experience all such cases are associated with well-marked visceroptosis, so 
that this factor would appear to be the primary one, which later may be associ- 
ated with one or more of the bands or membranes already mentioned. It is 
for this reason that the condition appears to me to be more suitably described 
under the term ‘ visceroptosis.’ In many cases the characteristic changes are 
seen at quite an early age and are apparently congenital. In others they appear 
to be acquired. 
Although so much attention has been directed to the pathological changes, 
comparatively little interest has been taken in the clinical aspects of the diseasc. 
It is true that Sir Arbuthnot Lane15 has described fully the symptoms of 
advanced intestinal stasis, and has brought forward a certain amount of evi- 
dence to show that many, or, in fact, most diseases are to a large extent depen- 
dent upon auto-intoxication from the affected intestine. His claims, however, 
have not gained general credence; and although many now recognize that the 
lesions described do give rise to clinical symptoms which are often mistaken 
for those of other conditions, yet no attempt has been made to analyze these 
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oases or to  show how they simulate, and how they can be distinguished from, 
other lesions. 
Although but few cases of marked intestinal stasis have fallen under my 
observation, yet a considerable number of the minor dkgrees of this disease 
have come to me for treatment in the last few years ; and since the majority 
were sent with another diagnosis, it has become more and more clear that the 
symptoms fall into several groups as they simulate one or other of the more 
readily recognized abdominal lesions. Although in the earlier cases it was 
impossible to make a clear diagnosis, a careful study of the symptoms of each 
one has shown more and more clearly that the mimicry is incomplete. Indeed, 
were it not for the fact that the condition of visceroptosis is occasionally associ- 
ated with gall-stones'or with gastric or duodenal ulcer, there would be little 
or no difficulty in deciding that an individual case was one of visceroptosis., 
It is for the purpose of throwing light upon this question of differential 
diagnosis that the following cases have been analyzed. They have all occurred 
in  hospital and private practice during the last four years, and number sixty- 
seven in all. They have been divided into the following groups according 
to the disease they simulate : (1) Cases resembling appendicitis ; ( 2 )  Cases 
resembling gastric ulcer ; (3)  Cases resembling gall-stones ; (4) Cases resembling 
gastric carcinoma. 
CASES RESEMBLING APPENDICITIS. 
There have been 29 cases of visceroptosis which at some time were dia- 
gnosed as appendicitis. The majority were sent up to hospital or to consulta- 
tion with this diagnosis, and owing to the close resemblance of the symptoms, 
the earlier cases were operated upon in the belief that this condition was 
present. In some, however, and more especially in the later ones, it has been 
possible to make a correct diagnosis before operation was performed. 
The relative frequency of the condition to appendicitis is shown by the 
fact that during the same period of time there have been in my own practice 
373 cases of true appendicitis. 
Of the 29 cases, 18 have resembled acute and 16 chronic appendicitis ; but 
this group does not include cases of true chronic or acute appendicitis in which 
visceroptosis was also present, a combination which is not at all uncommon. 
Acute Appendicitis.-The clinical resemblance of visceroptosis to acute 
appendicitis has attracted but little attention. It has probably been the lot 
of every surgeon to operate on cases which he believed to be acute appendicitis 
in which the appendix itself was found to be in a more or less normal state. 
Such cases have, however, not found their way into medical literature, prob- 
ably because most surgeons have been shy of recording what they have con- 
sidered a weakness in their diagnostic capabilities, and possibly because the 
cases have been regarded simply as intestinal colic. Moreover, it does not 
appear to be sufficiently recognized that the changes about to be described 
may occur in young patients, although a suspicion of the presence of some 
unrecognized lesion .is not uncommonly raised owing to the fact that the 
symptoms tend to recur a few months after appendicectomy. 
It is of interest to note that of the 13 cases in this series only 2 were 
males, and only 1 case was aver the age of twenty-two, this patient being forty- 
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four. The majority were relatively young, the average age being seventeen, and 
the youngest patient was only four years old. In many cases there was only 
one attack, this being the one for which the patient sought treatment. Occa- 
sionally there would be a history of three or four previous attacks which had 
persisted from a few days up to one or two weeks, and in several of these the 
attack had been previously diagnosed as appendicitis but the patient had 
not been operated upon. 
In a typical case there would be an onset of severe abdominal pain, a t  
first diffuse but later becoming localized to the right iliac fossa. This pain 
would often be present for two or three days before the patient sought treat- 
ment. During this time vomiting and constipation would be noted. 
On admission, the patient would show a certain amount of pyrexia, but 
rarely to a marked degree. In one case the temperature had risen to 102", 
but in the majority it was about 99'. The pulse would be correspondingly 
raised, and there would be more or less constant pain in the right iliac fossa. 
On examination, there was in all cases deep tenderness situated in the 
region of the appendix. In 4 cases thcre was, in addition, the characteristic 
superficial tenderness found with a dilated appendix-that is to say, it com- 
menced above and externally in the region of the anterior superior spine, and 
passed downwards and inwards for a distance of three or four inches along the 
line of Poupart's ligament, extending above and below this structure for a 
distance of a half to one inch. In 5 cases well-marked rigidity was noted in 
the right iliac fossa, but'in no case was there any definite swelling such as may 
be found when an appendix abscess is present. This was true even when the 
symptoms had been present for eight or nine days ; and since one would expect 
that an acute appendicitis of such duration would have led to the formation 
of an abscess, the absence of such a sign should give rise to the suspicion that 
the case was not one of true appendicitis. 
At  operation, the appendix was in every case found free from any acute 
inflammatory change In certain cases there might be a few adhesions ; but 
if so, these were membranous in character and were manifestly but the con- 
tinuation of the Jackson's membrane. In the majority the appendix was free, 
and perfectly healthy in appearance. The cases were, however, all charac- 
terized by the fact that the cacum was remarkably mobile. It frequently 
happened that this viscus together with the tcrminal portion of the ileum 
could be withdrawn from the abdominal wound for a distance of six to eight 
inches, and in many cases the whole of the ascending colon and the hepatic 
flexure could likewise be withdrawn. Covering the outer and anterior sur- 
face of the czctini was a thin membranous layer containing large numbers of 
small capillary vessels running obliquely downwards and inwards across the 
czcum. This membrane had all the characters which Jackson has so fully 
described, and was freely movable and capable of being lifted off the under- 
lying viscus. The kidney 011 the right side sometimes showed an undue 
mobility ; and in two cases there was a well-marked accessory membrane on 
the under surface of the mesentery of the terminal ileum, the so-called Lane's 
kink. The presence of this definite visceroptosis and Lane's kink a t  so early 
an age would suggest that in these cases at least the condition was congenital. 
The operative procedures consisted of removal of the appendix, and 
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division of any well-marked bands. I n  spite of the simplicity of this pro- 
cedure, every case showed within twelve hours a return' of the temperature 
to normal and cessatibn of the iliac pain, so much so that one would be inclined 
to believe that there was in reality an early stage of appendicitis which showed 
little or no evidence to the naked eye. Microscopical sections, however, 
showed in no case any definite inftammato ry change, n'either was there any- 
thing abnormal to  be seen within the lumen of the appendix. 
Not only was there an  immediate fall of the temperature to normal after 
the operation, but the patient in all cases underwent a i a p i d  recovery, and 
was discharged on the tenth or eleventh day free from all symptoms. This 
freedom as a rule continued for a month or six weeks ; btlt it not infrequently 
happened that  after this period there would be a return to  some extent of the 
attacks of abdominal pain. Of the 13 cases in this series, 7 showed such evi- 
dence of recurrence. The patient would seek further treatment because of 
mild attacks of colicky pain, sometimes associated with vomiting. Generally 
these attacks could be relieved by the use of liquid paraffin and the adminis- 
tration of abdominal massage and exercise, combined with the use of an 
abdominal belt. 
ILLUSTRATIVE CASES. 
Case 1.-C. P., male, age 18, stated that on August 14,1914, there was a sudden 
onset of severe pain in the lower abdomen. At first it was most marked in the left 
iliac region, but passed from there to the right iliac fossa. The attack lasted for a 
week; and he then remained free from pain until the end of Sepemher of the same 
year, when there was a second attack, lasting about the same time. In neither attack 
was there any vomiting. On Dec. 14 a third attack commenced, and on Dec. 16 
he wss admitted to hospital. 
On admission, his temperature was 100' and his pulse 124. He complsined of 
tenderness in the right iliac fossa. There had been no vomiting. 
At operation, the appendix was two inches long and was apparently healthy, 
with the exception of some membranous adhesions which bound it to the outer side 
of the caecum. The c~ecum itself was extremely movable, and covered with a typical 
Jackson's membrane. There was a well-marked Lane's kink. The appendix was 
removed, and the membrane on the under surface of the mesentery binding down 
the ileum divided. The wound was closed without drainage. 
The next day the temperature had fallen to normal, and he made an uninterrupted 
recovery. He remained perfectly well for a month, but after this time had one or 
two mild attacks of pain similar to the previous attacks. These were in part relieved 
by the administration of liquid paraffin. 
Case 2.-M. A,, female, age 22, was first seen on Aug. 7, 1918, having been ill for 
one day. The illness commenced with a sudden onset of pain in the lower abdomen 
and the right iliac fossa: She had vomited several times. Two weeks before 
admission there had been a similar attaok lasting two days. 
On admission, the temperature was 101' and the pulse 116. There was slight 
superficial tenderness in the appendix area and deep tenderness in the right iliac 
fossa. 
At operation, the c8ecum was found to be freely movable and showed 8 long 
mesentery. There was a well-marked Jackson's membrane passing over the whole 
of the @cum to the outer abdominal wall and covering in the appendix. The appen- 
dix was otherwise normal, but was removed. The Jackson's membrane was divided. 
Next day the temperature fell to normal, and the patient made an uninterrupted 
recovery, being discharged on the tenth day. She continued to have slight attacks 
of abdominal pain until eight months after operation, when she was lost sight of. 
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NAME, AOE, SEX, I LEIN(ITH or I 
DATB 9 ILLNESS 
TABLE I . 4 A S E S  OF VISCEBOPTOSIS 
PERIODICWY OP 
YPMPTOUS 
No. 1. G. C., 
18, Male. 
22.9.1912 
Four years 
No. 2. I. B., 
9, Female. 
4 . l l . lS lB 
No. 3. M. G., 
16, Female. 
5.11.1912 
No. 4. P.U.,  
16, Female. 
13. 6.1913 
No. 5 .  M. A., 
22, Female. 
5.7.1915 
No.6. L.H., 
4, Femalc. 
5.  8. 1913 
No. 7. W.M.$ 
18, Female. 
16.1.1914 
No. 8 .  N. G., 
12, Female. 
7.-R 1914 
One year 
Ten days 
Six years 
rwo weeks 
One day 
One day 
Six months 
No. 9. v. T., Two 
22, Female. , months 
20.6.1924 I 
No. 10. C. W., ' 
19,Female. j months 
19.8.1914 ' 
Two 
No. 11. A. R., 
44, Female. 
11.10.1915 
No. 12. C. P., 
13, Male. 
16.12.1914 
Nine days 
Four 
months 
No. 13. M. A., Eighteen 
13, Female, ~ months 
0 .  4.1915 
live attacks last- 
ing four days to  
four weeks 
ieveral  s h o r t  
attacks one to 
twodays. Last 
a t t a c k  t w o  
weeks 
h e  attack last- 
ing-ten days 
;even  attacks 
lasting €ew dnys 
only. Present 
n t t a c k  seven 
days 
Cwo a t t a c k s .  
First, two days. 
P r e s e n t  one,  
one day 
h e  attack (first) 
M r s t  attack 
r w o  a t t a c k s .  
Both lasted one 
week. D i a g -  
nosed 8 s  ' ap- 
pendicitis.' Last 
a t t a c k  t h r e e  
months ago 
Frequent attacks 
every few days 
r h r e e  attacks. 
Pi r s t , t h r e  e 
weeks. Free, 
two weeks. Not 
quite free be- 
tween last two 
attacks 
One attack 
T 11 re e attacks 
lasting one wee1 
T h r e e att,ack! 
lasting ten t c  
t w e l v e  days 
Last attack onc 
month ago 
PAW 
Xight iliac fossa, 
severe 
3. I. F. (limited 
to), severe 
jtarted a t  umbifi- 
cw, passed to  
R. I .F .  Never 
severe; in bed 
six days onIy 
Spasmodic five 
days. Contin- 
ued two days 
R. I. F. 
Severe, hypogas- 
trium and R.I.F. 
Severe abdomina1 
pain one day. 
Could not bear 
to  be touched 
Severe, R. I. F. 
Lower abdomen, 
chiefly R. I. F. 
Severe, R. 1. F. 
Severe, R. I. I?. 
voMlmc4 
.- - - 
Nevcr 
?wo days 
last 
attack 
None 
None 
Several 
times 
Several 
times 
Several 
times 
In each 
attack 
severe 
In nearly 
all 
attacks 
With 
severe 
attacks 
Severe, hypogas- Severe 
triuin.nnd R.I.F. I I 
Seve-re, chicfly 
R. I:F. 
None 
Severe, R. I. F. With 1 each , attack 
! 
PYREXIA 
T. 99' 
T. 09' 
T. 99' 
T. 9Q0 
T. 101' 
P. 116 
T. 102' 
P. 142 
T. l.oOp 
T. 101" 
in each 
attack 
T. 100' 
P. 124 
T. 9D0 
T. 9 8 O  
T. 100 
P. 124 
T. 09 
P. 1 0 2  
PRYSTCdL SlQNLl ; 
tuperficial tender- 
ness. Deep tender- 
ness and rigidity 
renderness R. I. F. 
Gurgling ciEcuni 
> e e p tenderness 
R. I. F. 
l e n d e r n e s s  a n d  
r i g i d i t y  R. I. F. 
Cecum dilated 
iuperficial tender- 
ness appendix area. 
D e e p tenderness 
R. 1. F. 
i 'enderness a n d  
rigidity lower -ab- 
d o m e n ,  chiefly 
R. 1. F. No tumour 
Superficial and deep 
tenderness. Rigid- 
ity R. I. F. 
3 1 i gh t 
R.I.F. 
tenderness 
Supeficial and deep 
tenderness R. I. F. 
Distended cecum 
Deep t e n d e r  11 e s 8 
R. 1. F. Dilated 
caecum 
Marked deeR ten- 
d e r n e s s  It. 1.F. 
Dilated crecurn 
Deep t e n d e r  ne s s 
R.I.F. Small sweli- 
ing appendix tirea 
T e n d e r n e s s  a n d  
s l i g h t  r i g i d i t y  
R. I. F. 
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COXJIITIOX AT OPERATIOX 
- __-- - 
Movable cecum. Jackson’s mem- 
brane. Appendix long. No 
sign of inflammation 
Appendix free. Long mesentery 
to caxurn and ascending colon. 
Jackson’s membmne 
Appendix nornial. Crrcum mov- 
able. Long mesentery. Jack- 
son’s membrane. Lane’s kink. 
Kidney abnormally mobile - 
RetroctEcal normal appendix. 
Cecum large. Movable mesen- 
tery. Transverse colon pro- 
lapsed. Jackson’s membrane 
Appendix normal but covered by 
Jackson’s membrane. Cecum 
movable. T.ong mescnterg. Well- 
marked Jackson’s membrane 
Normal appendix outer side of 
cecum. Movab le  c e c u m .  
Jackson’s niemhrane 
Appendix bound down by mem- 
brane. LOJI~,  movable, &wid 
dilated creciim. Jackson’s mem- 
brane. Kidney slightly movable 
W e  I I - in a r k e d visccroptosis- 
caecum, ascending colop, and 
transverse colon easily with- 
drawn from wound. Jackson’s 
membrane. Appendix healthy, 
but one or two membranous 
udhesions 
Ap p en  d i x appeared norind. 
Marked vis-ceroptosis. T.ong 
mesentery to crecum. Jackson’s 
membrane. Movable kidney 
Small normal appendix. Large 
m o v a b 1 e ccecum. Jackson’s 
membrane. Movable kidney. 
Hetroverted utefus 
Appendix healthy. Czcum di- 
lated, freely movable. Jackson’s 
membrane. Movable kidney 
Appendix healthy, itdhercnt by 
membrane to outer side of 
cacum. Caecum very movable. 
Jackson’s membrane. Xnrked 
Lane’s kink 
Appendix long, otherwise normal. 
Caecum and ascending colon 
freelv movable. Definite mesen- 
tery: Well-marked Jackson’s 
mcmhrane 
kppendicectorny. 
Division of Jack- 
son’s membrane 
Appendicectomy . 
Div i s ion  o f  
menilmane 
Appendicectomy . 
Div i s ion  of 
niemnbrane 
Appendicectomy . 
Div i s ion  of 
membrane 
Appendicectomy 
Appendicectomy . 
D i v i s i o n  of 
membrane 
Appendicectomy . 
Membrane di- 
vided 
Appendicectomy , 
Div i s ion  o f  
membrane 
Appendicectomy . 
Div i s ion  of 
membrane 
-4ppendicectomv 
Div i s ion  0’1 
membrane 
Appendicectom y 
Div i s ion  of 
membranes 
Appendicectomy 
Div i s ion  ol 
membrane 
COSVhGESCEW‘E 
_- 
Temp. normal next day. 
Immediate cessation 
of all symptoms 
Temp. nonnal next day. 
Immediate cessation 
of all symptoms . 
U n e v e n t f u l .  P a i n  
ceased after operation 
Immediate cessation of 
pain 
Temperature normal 
next day. Pain censed 
Temperature normal 
next day. Uneventful 
Temperature ~ormfil 
next day. Rapid ces- 
sation of pain. 
Uneventful 
Temperature normel 
next day. Rapid re- 
covery 
Uneventful 
Rapid cessation of pain 
Temperature normal 
next day: Uninter- 
rupted recovery 
L 
Uneventful 
2uite well for two months. 
Since then one or two slight 
attacks of pain 
iemnined free from all 
symptoms 
:ase lost sight df 
2emained free from sym- 
ptoms three months. Since 
then occasional slight at- 
tacks of pain in 11. 1. F., 
lasting few days 
hse last sight of, hut con-’ 
tinued to have slight pain’ 
until eight months after 
operation 
Xemained well since opera- 
tion 
Well for six weeks, since then 
one or two slight attacks of 
pain. Somewhat reIieved 
by belt 
Zomplete recovery. No re- 
currence of pain 
. 
Remained quite well four 
months. Since then one or 
two slight attacks. Not 
relieved by belt 
Case lost sight of 
Well for four months after 
opetation. Since then four 
slight attacks of pain 
Perfectly well for one month. 
Since then several attacks. 
Relieved in part by liquid 
paraffln 
Free from symptoms since 
operation 
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Chronic Appedcitk-It is to this type of the disease that most 
attention has been directed. Scattered throughout recent medical literature 
are a number of papers describing conditions for which an appendicectomy 
has been performed with but little relief, and a variety of causes have been 
described as giving rise to the recurrence of the symptoms. Jt  is important, 
however, to remember that chronic appendicitis may be closely simulated by 
other lesions, of which 0.19 ureteric calculus and chronic salpingitis need be 
mentioned. It is essential to remember this, for it has been my experience 
that visceroptosis is so common in women that if it be found at operation it 
may be regarded as the cause of symptoms due in reality to one of these other 
lesions which has been ovedooked. 
In this series there were 16 cases which presented the symptoms of chronic 
appendicitis. Of these, 18 were females, a proportion very similar to that 
found in the cases of the last group.. The average age was considerably higher, 
being in this series twenty-eight and a half years, the oldest patient, a male, 
being fifty-two and the youngest, also a male, seventeen. The number of 
attacks vas often large, and in many cases the trouble had persisted for 
five or more years ; in one case for twenty-five years. 
In a typical case there would be a history of attacks of pain extending 
over three or four years. Occasionally tbe first attack was the most severe, 
and had kept the patient confined to bed for nine or ten days. After this 
there would be frequent attacks, at intervals of perhaps only a few weeks, the 
attacks themselves only lasting for a few days. In other cases the symptoms 
would commence with slight attacks, which had gradually increased in severity 
as the disease had progxessed. In either case the attacks were often so frequent 
that there m a s  an interval of only a few days between them, so that the 
symptoms might be nearly continuous; or if there were definite attacks a t  
longer intervals, a certain amount of pain would persist between them. In 
some cases where the pain was stated to be constant, the patient would remark 
that it was so severe as to entirely disable her, and that this severe pain was 
present while the examination was being made, although she presented no 
evidence of any discomfort. On enquiry it was generally notiecable that, 
although the patient had had so many attacks and had perhaps been confined 
to bed for each, yet in not one of them was she regarded as being seriously 
ill. In fact it was most common to find that in the majority of the attacks 
the patient had only remained in bed for a few days. She would state that 
during them the pain would be severe, would most frequently stsat in the 
right iliac fossa, and would be limited to that area during the course of th6 
attack. Vomiting was often a very marked feature. and caused little or no 
relief t o  the pain. The presence or absence of pyrexia had not as a rule been 
noted, but in those cases where the patient was cognizant of such observa- 
tions, it was generally found that the temperature had not been raked. On 
questioning, a history of the presence of other symptoms could often be 
elicited. Headache was often present with ' biliousness,' consisting of an 
inability to take food, or discomfort after feeding. Occasionally an attack 
would be- associated with frequency of micturition and dysuria, and nearly 
always there was constipation. On examination, it was usually noticed, 
especially in the females, that the patient was of poor build, with a long narrow 
- 
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waist and a narrow costal angle. The muscular development was in some, 
but not in all, cases poor. There would be definite localized tenderness deep 
in the right iliac fossa, but no superficial tenderness. The cecum could 
occasionally be felt and there was always well-marked gurgling over it. Not 
infrequently the right kidney was easily palpable. Some of the women had 
prolapse of the uterus. In this type of case there was no evidence of any 
change in the complexion, the sweat glands, or in the hair. 
At operation, the findings would be almost identical with those described 
in the last group. There was a freely movable and large caxum having a 
definite mesentery in its greater part, Over its outer wall was the very 
distinctive Jackson’s membrane, but the fibrous accessory membrane on the 
under surface of the mesentery close to the terminal ileum was more frequent, 
it being present to a marked degree in 6 of the 16 cases. Mobility of the 
kidney was as a rule easily apparent through the incision. 
The operative procedures consisted of removal of the appendix, division 
of the Lane’s kink with suturing of the resulting bare area, and division of 
any portions of the Jackson’s membrane which appeared to give rise to kink- 
ing of the cecum. As in the cases resembling acute appendicitis, it was found 
that not infrequently the operation was not followed by permanent relief, It 
is true that some of them were absolutely cured. Five have had no return of 
their symptoms, and the vomiting and the pain have entirely ceased. Of the 
remaining 11 cases, 8 have been lost sight of. The remaining 8 have only 
showed slight improvement, or none at all, from the operative measures ; of 
these, 5 remained perfectly free from symptoms for a period varying from three 
to five months, but after that time the symptoms gradually recurred until the 
condition was as bad as before operation ; the remaining 3 showed no relief 
at all, the symptoins being as marked a week to a fortnight after operation 
as before. In all these cases a careful investigation of the Fallopian tubes 
and ovaries had been made at operation, and thus there arises no question 
that the symptoms were in any way due to lesions of these organs. In none 
of them was there any evidence of a ureteric calculus. Jn those cases which 
showed a return of symptoms an abdominal belt and liquid paraffin were 
ordered, which often gave marked or complete relief. 
ILLUSTRATIVE CASES. 
Case 1.-W. S., female, age 38, married, one child age 6. Since the age of eight 
years has suffered from many attacks of abdominal pain which used to double her up, 
and which she was told were due to colic. Eqht years ago there was a severe attack 
of pain which was localized t o  the right iliac fossa. There was no vomiting, but 
much diarrhoea. For this she was kept in bed two weeks. Afterwards there were 
frequent small attacks which kept her in bed for one or two days. Three years ago 
there was a second severe attack which persisted for one month, during which there 
was much vomiting and dysuria. In May, 1914, there was a third attack which 
lasted for two weeks. Between the attacks there was often slight indigestion. For 
four years she has worn a ring pessary. 
On examination, Sept. 22, 1914, she was found to be thin and poorly developed, 
with a flabby abdomen showing some separation of the recti and a narrow subcostal 
angle. There was deep tenderness in the appendix area and definite splashing over 
the stomach and mcum. The right kidney was easily palpable. 
The c~ecum showed a long mesen- At operation, the appendix was found free. 
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tery and was dilated. There was a well-marked Jackson's membrane, and the right 
kidney was abnormally mobile. The appendix was removed, and the Jackson's 
membrane ligatured and divided. She remained quite well for three months after 
operation, when she had another attack associated with vomitlng. An abdominal 
belt and liquid paraffin were ordered. On March 25, 1919, she stated she was quite 
free from all symptoms when wearing the belt ; but if this WBB omitted the pain 
tended to recur. 
Was admitted to hospital May 81, 1014. Two 
years before, she had an attack of severe pain in the right iliac foem for which she 
laid up one week. Since this there have been three other attacks, the lset occiirring 
two and a half weeks ago. Each attack lasted four or five days, and consisted of 
severe pain in the right iliac fossa associated with vomiting. There WBB no pyrexia 
during the attacks. Between them there was a certain amount of discomfort 
after meals. 
Case 2.-B. B., female, age 18. 
TABLE Il.--CASES OF VISCEROPTOSIS 
SAME, AGE, SEI, 
DATE 
No. 1. A. S., 
80, Female 
10.2.1018 
No.2. W.R., 
35, Male 
52.7.1913 
No. 3. C. M., 
52, Male 
10.8. 1913 
N0.4. K.W., 
17, Male 
6. 10. I913 
No. 5 .  E.S., 
23, Female 
12.1.1014 
No. 6. K. F., 
37, Female 
2.2.1014 
No. 7. 
F. McG. 
24, Female 
14.2.1914 
LRNGTH OQ 
ILLNF.83 
TWO yiars 
Three 
.months 
Ten. years 
Two years 
Four weeks 
Three yenn 
Eighteen 
months 
__ - 
PERIODICITY OF 
BYMPTOYR 
Severe attack at onset 
l a s t i n g  ten days. 
Since then pain on 
and oft at short 
intervals. Second 
severe attack six 
weeks ago 
I'wo attacks three 
months and three 
weeks ago. Slight 
pain between 
rwo  severe attacks 
seven and three 
months ago. Con- 
stant slight sym- 
ptoms between 
Constant discomfort. 
Two severe attacks 
five and three weeks 
ago 
Severe attack at on- 
set, lasting four days. 
Frequent attacks. 
Slight pain since 
Multiple attacks, last- 
ing one to two days, 
at. short intervals 
Several attacks, last- 
ing two to three 
days 
- 
PAIN 
Always R.I.F. 
Startedat umbili- 
cus. I'flssed to 
R.I.F. 
H.I.F. in severe 
attacks. Epi- 
gastrium in in- 
tervals. Increas- 
ed by food 
Severe R.I.F. in 
t h e  a t t a c k s .  
D i s c o m f o r t  
R.I.F. in inter- 
vals 
R.I.F. 
Localized t o  
Localized R.I.F. 
Severe in at- 
tacks. Slight at 
intervals. 
Lower abdomen, 
passing toR.1.F. 
In both 
severe 
ottacks. 
No relief 
In firsrt 
attack. 
No relief 
In acute 
attacks 
only 
In aciite 
attacks 
Nil 
Nil 
Nil 
No 
history 
T. 900 
in last 
nttnck 
Nil 
Ni I 
Nil 
T.  990 
Nil 
Co~mr PATION 
-- 
Marked for seven 
years 
Not marked 
Nil 
Marked since on- 
set 
Nil 
For many years 
Always been con- 
stipated 
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On examination, the temperature waa normal, the abdominal muscles were well 
developed, but the abdomen was long and narrow, with a small subcostal angle. 
There was definite tenderness in the right iliac fossa, and deflnite gurgling over the 
mcum. The right kidney was not palpable. 
On June 8, 1914, an operation was performed. The cecum was found to  be 
large and movable, with a well-defined mesentery. The appendix was long and not 
adherent. Thew was a well-marked Jackson's membrane, and the kidney was 
very slightly mobile. The appendix was removed and portions of the Jackson's 
membrane divided. The wound healed by  primary union, and convalescence 
was rapid. 
On October 22, 1914, she stated tha t  she had remained perfectly well until threc 
weeks ago, when there was a return of the attacks of pain and vomiting. Nothing 
abnormal could be determined on abdominal examination. A belt and liquid paraffin 
were ordered, which gave considerable but not complete relief from the symptoms. 
RE$EMBLING CHRONIC MPENDICITIS. 
PHYSICAL SIQNY 
Long narrow abdomen. 
Gurgling caecum. Ten- 
derness R.I.F. 
Muscular development 
fair. Deep tenderness, 
R.I.F. No swelling 
Well developed. Gurg 
ling caecum. Tender- 
ness R.I.F. 
Well developed. Some 
dilatation of csecum. 
Tenderness R.I.F. 
Long narrow abdomen 
Dilated cmum. Ten. 
demess R.I.F. M o v  
able right kidney 
Narrow abdomen ant 
subcostal angle. Dila 
ted ccecum. Tendernesi 
R.I.F. 
S m a 1 I , ill - developec 
woman. Narrow ab 
domen. Dilated axurn  
Tenderness R.I.F. 
kcurn freely movable, deflnite 
mesentery. Well-marked dack- 
son's membrane, involqng ap- 
pendix 
k3 o v a b 1 e cecum. Jackson's 
membrane. Few membranous 
adhesions to appendix, other- 
wise normal. Well-marked 
Lane's kink 
Appendix small, fibrous, bound 
t o  crecum b y  membrane .  
Cwum movable with mesen- 
tery. Jackson's membrane. 
Well-marked Lane's kink 
Crecum freely movable. Well- 
marked Jackson's membrane. 
Appendix retrocecal beneath 
membrane 
Clecum and colon very mobile. 
Mesentery to cecum and as- 
cendingcolon. Marked Lane's 
kink. Appendix normal 
Movable cacum. Marked Jack- 
son's membrane over mcum 
and ascending colon. Appen- 
dix normal 
Large movable crecum. Well. 
marked Jackson's membrane 
Appendix normal. Ovarian 
cyst, right, three inches dia. 
meter 
______________.I 
OPmuTIVR 
!l?RBATHICt4T 
_. - 
Pppendiceetom y. 
D i v i s i o n .  of 
membrane 
A pendicectomy!. 
J i v i i i o n  of 
bands and ad- 
hesions 
A pendicectomy. 
E i v i s i o n  of 
mernbrabes and 
bands 
Appendicectom y. 
A pendicectomy. 
i i v i s i o n  of 
bands and mem-' 
brane 
A pendicectomy. 
g i v i s i o n  of 
membrane 
Ovariotomy. Ap- 
pendimctomy 
Case lost sight of 
Remained quite well after 
operation 
Quite well for three months. 
After this some return of 
pain and discomfort 
Quite well since operation 
Case lost sight of 
Little or mrdiXEom opera- 
tion. Abdominal belt and 
liquid paraffin gave some 
relief 
Quite well since operation. 
Is now nursing a t  the front 
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No. 8. L. I,., 
30, Female, 
19.5.1914 
No. 9. B. B., 
IS, Female 
18.5.1014 
No. 10. M. J . ,  
81, Pemale 
2.6.1914 
No. 11. 
c.  Da. c. 
21, Female 
28.8.1914 
No.12. R. C., 
24, Female 
24.8.1914 
No.18. W.S., 
88; Female 
22.8.1914 
No. 14. E. M., 
28, Female 
16.10.1914 
No. 15. I?. H., 
25, Female 
18.11.1914 
No. 1G. M.P., 
31, Pemale 
14.1.1915 
.- - - . 
LENGTH OF 
1 I Lrzm 
.-I 
Five years 
rwo yews 
Five years 
Two ycars 
Ten 
months 
rwenty-flv 
years 
Eight 
weekfi 
One year 
Two yenn 
T-4 BLE 11, COW~W~.--CASES OF VISCEBOPTOSIS 
ievere attack at on- 
set. fourteen days. 
Since then frequent 
attacks of slight 
pain, Never five for 
more than one week 
?our attacks, lasting 
four to. Rve days. 
S 1 i g h t discomfort 
after nihls betwcen 
ievere attack at onset. 
Slight .pain H. I. F. 
ever since. Three 
more severe attacks 
Attacks of pain every 
one t o  two weeh, 
lasting two to th& 
days. Often in bed, 
as condition was 
diagnosed as appen- 
dicitis 
Attacks hSting one to 
two houre everyday. 
N o  w o r k .  F o u r  
months, i n  bed two 
weeks 
Many short attacks, 
I s s t i n g  o n e  day. 
Dia nosed in child- 
hoofi a8 colic. Three 
severe attacks, last- 
ing two weeks 
Four attncks, lastin@ 
one to  two days 
Not completely frec 
between attacks 
Three severe attacks 
lasting four to four, 
teen days. A slighl 
pain between attackr 
Four severe attacks 
lasting one to twc 
w e e k s  . Multiplc 
s m a I1 attacks be 
tween, last,ing onc 
to  two days 
~lmys R.I.F. 
kvere R.T.F. 
i l w a y s  R.I.F. 
Increased during 
micturition 
R.I.F., occasion- 
ally, starting 
in epigastrium 
Always R.I.F. 
Always R.I.F. 
0 c c as i o n ally 
epigastrium 
Always H.I.F. 
Always R.I.F. 
VOYlITINU 
Nil 
With 
acute 
attacks 
;n acute 
attacks 
occe- 
onally ii 
8CUW 
attacks 
Nit 
Fre- 
quently 
In  the 
attacks 
Nil 
Lower &Mornen I With 
and R.I.F. : acute 
i attacks 
TBEIIA 
- 
99.50 
Nil 
Nil 
Nil 
Nil 
Nil 
T. 990 
Nil 
Nil 
- __ 
CONSTIPITIOI 
. -_I 
?il 
#light 
dark’ed  four 
years 
Qlways marked 
Yil. Frequent 
attacks of dinr- 
rhcea 
Nil 
Marked for eigh- 
teen months 
Nil 
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RESEMBLING CHRONIC APPENDICITIS. 
PHYSICAL SUXS 
~ 
Long narrow abdomen. 
Poor muscular develop- 
m e n t .  T e n d e r n e s s  
H.I.F. Slight gurgling 
i ~ k x l e s  well-developed. 
Long narrow abdomen. 
Tenderness R.I.F. Di- 
lated -cum 
Long narrow abdomenr 
Distended CBccurn. Ten- 
derness R.I.F. Movable 
right kidney 
111-developed. Narrow 
abdomen. Tenderness 
R.T.F. Some dilatation 
nf CECUII~ 
Tenderness R.I.F. I)ila- 
tcd caecum. Muscular 
development poor 
Narrow abdomen, with 
poor muscular develop- 
ment and separation of 
recti. Much dilatation 
of stomach and cmuin. 
Right kidney movable. 
Tenderness R.I.F. Pro- 
lapse of uterus 
Well developed. Muscu- 
lar. Ililated mcum. 
Tenderness B.I.F. 
Narrow abdomen. Good 
muscles. Some dilata- 
tion of coecurn. Ten- 
derness R.I.F. 
Narrow abdomen. Both 
kidneys pdp&de. Ten- 
derness and gurgling 
K.T.F. 
klovable m u m .  Jackson’s 
membrane. Marked Lane’s 
kink. Appendix normal 
~ a c u m  large and movable with 
mesentery. Well-marked Jack- 
son’s membrane. Right kidney 
8 1 i g h t 1 y mobile. Appendix 
normal 
3eneral visceroptosis. Dilated 
m o v a b 1 e csxurn. Jackson’s 
m e m b r a n e .  Adhesions be- 
tween transverse and ascending 
colon. Well-marked Lane’s 
kink. Appendix bound down 
by membrane 
A p p e n d i x  normal. Dilated 
movable cecum. Marked Jack- 
son’s membrane - . 
A p p e n d i x  normal. C l e m  
lerge, very movable. Jackson’s 
membrane 
General visceroptosis. Dilated 
movable caecum. Jackson’s 
membrane. Appendix normal 
Very movable dilated crecum: 
Jackson’s membrane. Appen- 
dix normal 
Cecum dilated and movable. 
Well-marked Jackson’s mem- 
brane. Appendix bound down 
by membrane to outer side 01 
CBecum. Well-marked 1,ane’r 
kink 
General visceroptosis. Caecum 
and ascending colon movable 
WithiFree mesentery. Mnrked 
Lane’s kink. Jackson’s mem. 
brane. Appendix bound dowii 
by membrane. 
Lppndicectom y. 
Division of band 
and membrane 
L pendicectorny. 
g i v i r i o n  of 
membrane 
Lppendicectomy . 
D i v i s i o n  of  
bands andmem- 
brane 
5 pendicectomy. 
i S i v i s i o n  of  
membrane 
4ppendicectomy. 
Membrane di- 
vided 
hppendicectomy. 
M e m b r n n e  
divided 
Appendicectomy 
D i v i s i o n  o i  
membrane 
Appendiwctomy 
D i v i s i o n  ol 
mmnbrnne 
pendicectomy % i v i s i o n  o j  
membrane and 
band 
iemained free from sym- 
ptoms for five months. Since 
then return of pain and dis- 
comfort R.I.F. 
Xemained well for four 
months. Since then return 
of attucks of pain. Some 
relief from abdominal belt 
and liquid paraffln 
go relief from operation. 
Some relief from abdominal 
belt 
Caae lost sight of 
Much improved for two 
months. Then return of 
symptoms. Belt ordered. 
Slight improvement 
Well for two month .  Then 
recurrence of symptoms. 
Abdominal belt gave con; 
siderable relief 
Quite well- since opeintion 
Remained well for four 
months. Since then haa 
had slight return of pain in 
R.I.F. Relieved by belt 
Quite well since operation 
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Diagnosis-It will be seen from the above description that there is a 
superficial resemblance of these cases to appendicitis. There may, however, 
be well-marked points of distinction. There is often a history of previous 
attacks, all of which have been slight and have been repeated at short intervals. 
In the acute cases there is but slight pyrexia, and the patient shows but little 
evidence of severe illness. If the condition has existed for some days, there 
are no symptoms suggestive of a local abscess such as might be expected in 
a case of appendicitis of a similar duration. There is, moreover, but little 
rigidity. However, if the attack has only lasted a few days diagnosis may 
be impossible, for all are conversant with those cases where the symptoms are 
very slight and yet a gangrenous appendix is found at  operation. Hence in 
cases of doubt it is always better to operate. 
In chronic cases the differential diagnosis'is more readily made. The 
number of attacks is larger, and although they have occurred at frequent 
intervals over a considerable number of years, the condition has never been 
severe. The majority of the attacks have only persisted for a few days, an'd 
often their severity is not progressive. In cases of appendicitis one would 
expect one at least of the attacks to be much more severe, sl_ld to be associated 
with well-marked evidences of inflammation. In the attacks the pain is very 
definitely limited to the right iliac fossa, whereas in cases of acute appendicitis 
it more commonly starts in the region of the umbilicus and passes from there 
to the iliac fossa. Anotlier factor is the frequency with which the symptoms 
persist between individual attacks, and the patient often complains of severe 
pain which is present every day, although clinical investigation shows no 
evidence of deterioration of the general health or indeed of the presence of 
such pain. The symptoms differ considerably from those described as 
appendix dyspepsia, in that the dyspeptic symptoms are a minor factor, the 
patient chiefly complaining of the trouble in the iliac fossa. On examination, 
there is no pyrexia, no superficial tenderness, and no rigidity, but there is 
often the evidence of visceroptosis in the build-of the patient, evidence of a 
dilated cccum, and not infrequently some mobility of the kidney. 
CASES RESEMBLING GASTRIC ULCER 
There were 27 cases in this group, but 5 of them must be considered apart 
from the others. These five patients showed well-marked evidence of viscero- 
ptosis, but in addition had either a gastric or duodenal ulcer. The remaining 
22 showed visceroptosis alone. It is doubtful whether the former group 
should be considered with the cases of visceroptosis; but it is important 
t o  recognize that such a combination can occur; the symptoms tend to 
resemble those of the patients with visceroptosis rather than those of a 
case of ulcer alone, and hence it may be difficult or impossible to say that a 
case which suggests the presence of visceroptosis may not also have an ulcer 
of the stomach or duodenum. 
The 5 cases showing the presence of a gastric or duodenal ulcer consisted 
of 4 males and 1 female, and the average age was forty years. In addition 
to the ulcer they all showed clearly one or more of the pathological lesions 
characteristic of visceroptosis. Thus in every case there was a large and 
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movable caecum with a Jackson's membrane, and in others a Lane's kink was 
present. The relative frequency of these changes, especially the Lane's 
kink, is of interest. The writings of Lane and Jordan tend to prove that a 
duodenal or a gastric ulcer is frequently secondary to kinking of the terminal 
ileum. In  all niy cases of gastric or duodenal ulcer the caecum and appendix 
have invariably been examined. Now in the period -of time covered by the 
present series I operated upon 83 cases of gastric ulcer ; but as already stated, 
in only 4 of them was there a definite kink of the terminal ileum. In the same 
period there were 38 cases of duodenal ulcer, and only 1 oi' them showed the 
presence of this condition. These figures would seem t o  show that the com- 
bination is a rare coincidence, and that i t  is far more frequent to find an ulcer 
without visceroptosis than with it. 
The remaining 22 cases are of greater importance, for they are of the type 
which has been in the past so frequently operated upon in the belief that a 
gastric ulcer was present; in the earlier days of gastro-enterostomy the 
operation was often performed for this condition, either because the stomach 
was dilated, because there was spasm of the pylorus, or because i t  was believed 
that such an operation would bring about the cure of the attacks of haema- 
temesis. That the operation failed to bring relief has been shown over end 
over again, and in my own experience, as I hope to show in a later paper, it 
has no effect in preventing the recurrence of haematemesis if uncombined with 
other methods. It is therefore important, especially, as these cases are so 
frequent, that when the laparotomy is performed the true pathology of the 
condition be recognized, and that a useless operation such as gastro-enterostomy 
should not be carried out. 
These 22 cases consisted of 18 females and 4 males, a proportion almost 
the same as in the cases resembling appendicitis. The average age was thirty- 
six, the oldest, patient being fifty-eight and the youngest twenty-five. The 
symptoms had as a rule extended over many-years, most commonly five or 
six, but occasionally for as many as twenty. It would sometimes happen that 
there would be an attack at the commencement of the trouble which would 
last for one or several weeks. This would be followed by a period of freedom 
of four or five years, at the end of which time the symptoms would recur.. 
Much more frequently, however, i t  would be found that the attacks occurred 
at relatively short intervals. There might be only a few days, or perhaps 
three or four weeks, of freedom between any two attacks. In several cases 
the patient stated that the symptoms were almost continuous ; and careful 
iivestigation would generally show that even in the cases with periodic attacks 
the patients were not completely free during the intervals ; they would still 
continue to have slight discomfort after food, together with flatulence. The 
attacks themselves did not as a rule last very long. Very frequently they only 
persisted for two or three days, but occasionally this period would be prolonged 
for one or two months, and as a general rule, the longer the'pain the longer 
the intervals of freedom. In the attacks themselves there wguld be pain in 
the epigastrium, which might be localized to this area, or radiate from there 
to  the right hypochondrium, between the shoulders, or down to the lower 
abdomen. It 
might come on immediately after food, and was then not infrequently 
This pain would usually be described as severe or acute. 
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associated with flatulence. In other cases it would not occur until one or 
two hours after the meal, and would thus more clearly resemble the pain of 
gastric ulcer. Although the pain would appear after the food, it often 
did not entirely disappear by the next meal, and there would be a feeling 
of slight discomfort or pain persisting throughout the whole day. Sometimes 
relief was obtained by the administration of sodium bicarbonate, and another 
very suggestive,fact was that the recumbent position woiild at times afford 
relief. 
It will be noticed that in only one case was the pain relieved by food, 
and here a duodenal ulcer was also present. 
Vomiting was a common symptom. The majority of patients would 
state that it was present with evcry attack, and in some indeed i t  would occur 
when the other symptoms were absent. In such circumstances the patient 
would vomit several times a day, the vomited material being small in amount 
and sometimes consisting of only frothy mucus. Generally i t  would only 
partly relieve the pain, and often there would be no relief at all: i t  is this 
characteristic especially which will often give' rise to the suspicion that no 
ulcer is present. 
Haernatemesis was not uncommonly seen, thus emphasizing the fact that 
the presence of this symptom is by no means to be regarded as evidence of 
the presence of an ulcer. Of these 22 cases i t  occurred in 11, a percentage 
which in my experience is identical with what occurs in chronic gastric ulcer.22 
The loss of blood was often severe, and this in the more elderly as well as 
in the young patients. Thus, in two of them, respectively fifty-six and fifty- 
eight years of age, there had been severe losses of blood. As to the cause of 
the bleeding, but little evidence is to be obtained from this series. None was 
operated upon on account of the hzmatemesis alone. In no case was an 
exploratory incision made into the stomach, and in no case did death occur. 
Thus there was no evidence,such as may be obtained in cases of acute 
hrematemesis, to show whether. the loss is due to a gastrostaxis as believed by 
Hale White,lo or to the presence of multiple small ulcers as claimed by Bolton.3 
My own experience, obtained from a series of cases of acute hsmatemesis, is 
strongly in favour of Bolton's view, and analogy with this condition would 
lead one to suspect that in cases of visceroptosis also small ulcers or erosions 
may be present in the gastric mucosa. 
The appetite is very frequently affected. During the attack the patient 
would frequently state that there was a loss of all desire for food, and it was 
clearly to be distinguished that the alteration was a loss of desire, and not 
simply the fear of taking food owing .to the pain i t  produced. If the attacks 
were frequent there would be, with the loss of appetite, a distinct loss of 
weight. 
The test meal was -taken in IS of the 22 cases, and it will be seen from 
the table that in 8 of them it showed either a mere trace or no free hydro- 
chloric acid, the total acidity being correspondingly diminished. On the 
other .hand. 6 had a test meal within the limits of normal; and in 1-an 
unusual case-the free hydrochloric acid was exceptionally high, being 0.2 per 
cent, a percentage -even above the average of duodenal ulceration. 
On physical examination, these patients not infrequently present a long, 
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narrow abdomen, with a contracted lower thorax and a narrow subcostal 
angle, the females especially appearing to have a pelvis too big for the body. 
In addition, it is often easy to distinguish that the stomach and cecum are 
distended. There may be distinct splashing and gurgling when the viscera 
are palpated, and one or both kidneys may be found to be abnormally mobile. 
In one or two cases it was possible to make out that the liver was at a lower 
level than normal. 
At operation, there was no trace of an ulcer in the stomach or duodenum. 
The stomach was considerably prolapsed and U-shaped, and the walls of 
this viscus often showed marked areas of local spmm when handled, a similar 
spasmodic contraction being also commonly seen at the pylorus. The cecum 
showed the presence of a mesentery and was freely movable, so that it could 
not infrequently be withdrawn through the upper abdominal incision. In 
such cases it showed a well-marked Jackson's membrane. The kidney could 
be felt moving freely in the loin. A well-marked Lane's kink was commonly 
present. The operative procedures consistcd in dividing any excessive bands 
or adhesions, and if the appendix was bound down by the Jackson's membrane, 
it was removed. Jn one case only, where the stomach appeared to be hyper- 
trophied and where there was an excessive pyloric spmm, the pylorus was 
occluded and a posterior gastro-enterostomy performed. In two cases the 
right kidney was exceedingly movable, and nephrorrhaphy was carried out. 
The results of operative treatment could not be considered satisfactory 
as a wholc. Nearly all the cases showed very marked relief for two to  six 
months, but after that time the symptoms gradually returned. In one case the 
patient stated two years later that she felt very well and was much better 
than before operation, and.this in spite .of the fact that the abdomen had been 
closed, when the true nature of the condition had been discovered, without 
any operative measures having been undertaken. On cross-examination, 
however, she confessed to one or two small attacks, the last of which had 
occurred six months previously. In other cases a certain amount of relief 
had been afforded by the use of a belt. 
ILLUSTRATIVE CASES. 
Case 1;'". S., female, age 58. For ten years has suffered from slight attacks 
of indigestion. For the last five they have been severe and almost constant, so that 
she would only be free from the trouble for one or two days occasionally. During 
this time the pain was situated in-the epigastrium, and was present for the greater 
part of the day. It was always increased by taking food, being most marked one 
hour after the meal. One year ago she had a more severe attack, during which she 
vomited two or three times a day. Vomiting caused a certain amount of relief, but 
never caused the pain to disappear entirely. She was admitted to a cottage hospital 
with a diagnosis of gastric ulcer, and was very strictly dieted and medically treated. 
This attack lasted two months, and under the medical treatment gradually improved. 
Six months ago the severe symptoms again returned, and continued until her admis- 
sion to hospital on April 27, 1914. 
On examination, i t  was found that there was local tenderness over the right 
rectus. and a certain amount of gurgling in the area of the wecum, but neither kidney 
could be felt. The test meal showed free hydrochloric acid 0.06 per cent and a total 
acidity of 41. 
On April 29 the abdomen was opened by an upper right rectus incision, the 
muscle being displaced outwards. The stomach was found to be dilated and pro- 
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lapsed, reaching well below the umbilicus. Its walls &owed areas of local spasm. 
The duodenum was movable, and there were adhesions between it and the liver. There 
was no evidence of ulceration of the stomach or duodenum or of the presence of gall- 
stones. The cecuni was long and lax, and was easily pulled out through the wound 
in the upper abdomen. There was a well-marked Jackson's membrane on its sur- 
face. The appendix was normal. The terminal portion of the ileum was firmly 
bound down by a stout accessory membrane on the under surface of the mesentery 
(Lane's kink). The accessory membranes were divided and the abdomen was closed. 
The patient remained perfectly well and free from all symptoms until October, 1914. 
For the next four months she had attacks of pain lasting for about one week, remain- 
ing free for intervals of three or four days between each. During the attacks there 
was pain-increased by taking any food-and vomiting, which somewhat relieved the 
pain. She was ordered an abdominal belt. She was last seen on May 20, 1915. 
She then stated that she had a certain amount of relief from the belt ; but the pain 
had returned together with vomiting, and had persisted for the last six weeks. 
Chse  2.---F. C., female, age 28, married. One child, age 0 ;  two miscarriages. 
The paticnt was quite well until one year before operation, since when she has had 
attacks of pain every two or three weeks. Each lasts one to  seven days, but even 
between these there is a certain amount of discomfort after food, and flatulence. 
During the attacks there is more severe pain in the epigastriurn, which is increased 
by taking food, and is associated with vomiting and giddiness. The vomiting con- 
sists of bile-like fluid, and only in part relieves the pain. She has never had any 
haemateniesis during the attacks. 
. . . ...... 
NAWBI, AGE. SEX, 
DATE 
No. 1. A. A., 
29, Male. 
25.8.1018 
No.2. C.B., 
58, Male. 
0.7 .  1018 
No.3. W . P . ,  
48, hIrrle. 
20. 1. 1914 
No. 4. A. K:, 
40, rvIale. 
26. 1. 1914 
No. 5. s. P., 
80, Female. 
10. 3. 1014 
Ten years 
Thirty-three 
years 
Eleven years 
Two years 
Ten years 
I __ - 
4ttacks four to 
fiveayeor. Ldst 
two weeks 
Free since first at- 
tack until twelve 
months  a g o .  
Since then con- 
tinuous 
First attack six 
weeks. Free 
fo.ur years .  
L a t e r  .attacks 
more frequent. 
Continuous last 
three months 
Attacks one to 
two weeks. Free 
intervnlc, two t o  
three weeks 
Epigastiium, two 
hours post cibum 
Epiptrium, one 
and a half holm 
p. c. Relieved 
lenw 
Right hypogas- 
trium to back, 
one to two hours 
p.c. Lasts one 
hour. Occasion- 
ally at night 
by food. Flatu- 
Epigastrium and 
lower abdomen, 
one andahalf 
h0ursp.c. Re- 
lieved by food. 
Occasion~lly at 
night 
Attacks l idf t o  ' Epigastrium, few 
three  weeks. i minutes p. e. 
Free, two to \ 
three months 1 
i 
Frequent. 
Helicves 
pain 
Ses. 
Relieves 
Never Good 
I .  
No . Poor, I FreeHCI . i losing 1 0 0 0  
pain : i weight I per cent. 
T. A. 50 
3ccasion- 
ally. 
Slightly 
relieves 
pain 
Very 
rarely. 
No relief 
I 
I 
Never Very FreeHCI 
wasting i percent. 
T. A. 60 
i poor, 015  
! 
Never. i Good 
Melaena I 
inmost 1 
attacks 1 
I 
Free HCI 
007  
TY% 
I I 
I FreeI1CI 
attack& I attacks. ' 0 0 5 6  
Relieves I Severe . I per cent. 
pain I I T. A. 41 
I 
In Two I - 
___--- - __ 
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On examination, the abdomen was seen to be long and narrow. There was 
gurgling and splashing over the caecum and stomach, and the right kidney was freely 
movable. The test meal showed only a trace of free hydrochloric acid, with a total 
acidity of 46. 
On May 27, 1914, the abdomen was opened by an upper right rectus incision, 
the muscle being displaced outwards. There was marked general visceroptosis, the 
liver being prolapsed and the stomach and m u m  dilated and freely movable. 
There was no sign of ulcer. The appendix was normal but rather long. There was 
a marked Lane’s kink and Jackson’s membrane. These latter were divided and the 
appendix was removed. The abdomen was then closed, and the right kidney Axed 
by B second incision in the loin. 
There was an uninterrupted convalescence. On June 28 there was considerable 
improvement. She was able to take her food well, and there had been no recurrence 
of pain or vomiting. On August 11 she stated that there had been four attacks of 
pain. during each of which she had had vomiting. These had only lasted for a few 
days. She was.ordered an abdominal belt. By September 25 she was feeling well, 
and there had been no recurrence of the symptoms. She has remained well since. 
The detaik of the cases in this group are shown in Tables I I I  and IV.  
Table III  includes those cases which, in addition to the visceroptosis, presented 
ulceration of the stomach or duodenum, Table IV including those with no 
lesion other than visceroptosis. 
GASTRIC OR DUODENAL ULCER. 
PHYSICAL SIQNS 
.-_- 
Wasted, tender- 
ness epigrrstrium 
Tendernesfi. 
Stomach and  
CBecum dilated 
Tender right hypo- 
gastrium. Cecum 
BUrglinS 
Slight tenderness 
Epigastric tender- 
ness. Distention 
of wcum 
GONDITIOX AT OPEMTIOS 
.._-_.-_ ----- - 
Gastric ulcer near ~ ~ I O N S .  
Movable czcum. Jack: 
son’s membrane. Lane’s 
kink 
Ulcer, lesser curve. Vis- 
ceroptosis. Dilated stom- 
ach. L,ane’s kink 
Adhesions - gall - bladder, 
stomach, liver. Ulcer- 
pusterior surface, lesser 
curve. Jackson’e mem- 
brane. Lane’skijr. Ap- 
pendix adhesions 
Ulcer, first part of duo- 
denum. Lane’skink. Mov- 
able cEcum 
Old ulcer; lesser curve. 
Marked visceroptosis. Dis- 
tended =cum. Lane’s 
kink 
~~ULATUEXT 
-__ 
Ulcer embedded, posterior 
gwtro-enterostomy. Ap- 
pendicectomy. Kink di- 
vided 
Ulcer excised. Posterior 
gnstro-enterntomy. A - 
pendiactoniy. Kink $- 
vided; Adhesions divided 
Ulcer embedded. Posterior 
gFro-entero8tomy. Kink 
divided 
Excision of ulcer. Posterior 
astro-enterostorny. Kink f ivided 
Ulcer excised. Posterior 
p-en teros tomy.  Kink 
divided 
No return of symptoms since 
operation 
Rapid recovery. Eighteen 
months later much better. 
Occaeionally attacks of 
vomiting 
Rapid recovery. Remained 
quite well one year after 
operation 
Complete relief three months. 
One year later occasional 
vomiting. Very little pain 
Rapid recovery. Ten months 
later perfect health 
TABLE IJr.--CASES OF VISCEROPTOSIS 
I 
PAIN z VOMITIIQ 
____ ~ 
One hour p. c. in I Frequent. 
epigastrium : Does not 
' relieve 
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NAME, AGE, SET, 
DATE 
Shortly p. c. in 
e p i g a s t r i u m ,  
lasts half an 
hour 
Epigastrium, im- 
mediately p. c., 
with flatulence 
No. 1. G. C., 
33, Female. 
29.5.1909 
No. 7. O.H., 
26, Female. 
30.3.1914 
No. 2. C. O., 
88, Female. 
20. 1.1913 
No. 3. B. B., 
33, Wemale. 
24.11.1918 
No. 8. M.M., 
58,  Female. 
28. 3. I914 
No.4. W.H.  
25, Male. 
11. 10.1913 
No. 9. E. S., 
83, Female. 
27. 4. 1914 
No. 5. E. G., 
27, Female. 
3. 2. 1914 
No. 10. F.B., 
38, I~eniale. 
5. 5. 1914 
No. 6. E. P., 
56, Female. 
26.2.1914 
No.11. P.G., 
28, Female. 
25. 5.1914 
No. 12. J. E., 
35, Male. 
18. 8. 1914 
LENQTH OF ' PERIODIClTP OF 
ILLNESS SYblrNlars 
__..___- 
I 
Three years 1 Attacks frequent 
I intervals. last- 
ing one to two 
Eight years I Attacks for two 
1 years every two 
tothree months, 
Sis years 
Two years 
APPIETITE !L%ST MEAL 
__- ___- I 
Poorin -- 
attacks 
Bad -- 
Bad in 
attacks 
:ood, but 
loss one 
and half 
stone 
veight 
Fair 
Bad 
Good. 
ost one 
stone 
weight 
Good 
Poor 
Pair 
Good 
Poor 
Quarter of a 
hour p. c., ep 
gastrium passin 
toback. Occa 
sionally at nigl 
Immediately p. t 
Ocmsionally 8 
night. Epigas- 
trium and back 
Epigastrium, im- 
mediately p. c., 
l a s t i n g  t w o  
hours. Not at 
night 
pain 
ocoa- 
sional. 
Relieves 
pain 
Frequent- 
ly, often 
several 
times a 
ty. No 
relief 
requent , 
telieves 
pain 
kcasion. 
I. Does 
)t reliev 
pain 
ne t o  tw 
ours p.c 
Kelifves 
pain 
No 
romiting 
Prequeni 
Slightly 
relieves 
pain 
Twice a 
Relieve 
pain 
day. 
Eleven 
months 
'wenty-six 
years 
Ten weeks 
'our to  fivc 
years 
Ten years, 
worse Ave 
years 
Ten years 
worse 
five years 
One year 
lasting one week 
Every two weeks. 
Attacks last one 
week. Worse in 
winter 
Twelve 
years 
Lasting three t o  
four days, eveq 
two months firs1 
year ; constanl 
second year 
Yearly continuou 
Frequent attack 
every few weeks 
lasting few d a j  
T h r e  e attacks 
Last three t' 
four days 
, Every two , 
t h r e e  w e e k  
Attacks lastii 
one to  sew 
days 
Almost contin 
ous. Short i 
tervals of frc 
dom 
kcasion- 
tl. Always 
relieves 
pain 
Attacks every si 
weeks. Last on 
t o  t w o  d a y s  
More frequen 
six weeks 
Almost constan 
Greater severit 
e v e r y  f e  
months 
C o n s t a n t  R v  
years 
Never 
months 
only. 
Relieves 
pain' 
Acid re- 
gurgib- 
tion only 
No 
pigastrium, one 
and a half hours 
p. c. Relieved by 
food. Flatulence 
;pigastrium, left 
h y p o g astrium 
half an hour p. c 
Flatulence 
hortly p. c .  in  
e p  i grr s t r i urn 
Acute 
Epigastrium, p.c 
Severe 
3 p i g a s t r i u m  
lower abdomen 
Severe 
E p i g as t r i 11 m 
half an hour p.t 
Never 
Severe 
light and 
wo years 
ago 
Never 
Slight, 
coffee 
grounds 
h e  attac 
five 
months 
severe 
3ne attac 
ten year 
"go¶ 
severe 
No 
ago, 
Never 
Never 
I 
- 
'ree HCI 
0.1 
)er cent. 
P.A. 63 
- _  
-_ 
Tree HCl 
007 
per e n t .  
T.A. 47 
Free HCI 
Absent. 
T.A. 41 
Free HCL 
0 0 6  
per cent. 
T.A. 41 
Free IICl 
0.2 
per cent. 
T. A. 80 
Free HCI 
Trace. 
T. A.45 
Free HCI 
Trace. 
T. A. 55 
RESEMBLING GASTRIC ULCER. 
K i n k  a n d  m e m b r a n e  
divided. Appendicectomy . 
Nephrorrhaphy 
PHYSICAL SIQNS 
__-_..-_ 
Stomach dilated 
Quite well three months. 
Then four slight attacks 
with vomiting. Well since 
Was ted .  Right 
kidney palpable 
Nil 
Genera l  visceroptosis. ~ 
Stomach dilated. Liver 
prolapsed. Kidney mov- 
able 
Tenderness epigas- 
triuniand R.I.F. 
Gurgling over 
cieclim 
Abdomen closed. Abdo- 
minal belt 
Tenderness epigas- 
t r i u m. Liver 
and kidneys pal- 
pable 
Tenderness epigas- 
triumand R.I.P. 
R i g h t  kidney 
palpable 
Tenderness epigas- 
trium and R.I.P. 
Kidneys mov- 
able 
Stomach dilated. 
Gurgling over 
czcum 
Tenderness right 
u p p c r  rectus. 
R i g h t  kidney 
palpable 
Deep tenderness 
e p  1 g a s t  r ium.  
Stomach dilated 
S t o m a c h  a n d  
=cum dilated 
Tenderness epigas. 
trium. Dilated 
caecum 
COXDIl’ION AT OPERATION !CREAT~ET 
Stomach dilated. Movable 
caxum. Jackson’s mem- 
brane. Movable kidney 
General visceroptosis. Mov- 
able caecum. Jackson’s 
membrane. Kidney sliglit- 
ly movable 
Stomach dilated. Lane’s 
kink. Appendix adhesions 
V i s  c e  r o p  t o s i s. Pyloric 
s p a  s m . Hypeztrophied 
stomach. Kidneys very 
movable. .Jackson’s mem- 
brane 
V.i s c e r optosis. Jackson’s 
membrane 
Movahle cEcum. Jackson’s 
membrane. Lane’s kink. 
Gas  t r op t osi s. Movable 
kidney 
Stomach dilated. General 
visceroptosis. Jackson’s 
membrane 
Gene  r a1 v i  s ce r o p  tosis. 
Stomach dilated. Caecum 
movable. Jackson’s mem- 
brane. Lane’s kink 
No gastric or duodenal ulcer. 
General v i  c e r  o p t o s i s . 
Movable ctecum. Jack- 
son’s membrane. Appen- 
dix seven inches long 
General v i  s c e r  o p t o s i s . 
Stomach and =cum very 
p r o  1 a p s e  d . Jackson’s 
membrane. Lane’s kink. 
Right kidney movable 
Prolapsed stoma+. Mov. 
able caecum. Jackson’s 
membrane. Lane’s kink 
4ppendix removed 
qil 
Kink divided. Appendi- 
cectomy 
Pylorus ocduded, posterior 
gastro-enterostomy 
Nil 
Appendicectomy . I< i n k 
divided. Nephrorriiapy 
Nil 
Kink divided. Appendi- 
cectomy 
Appendicectomy 
1.3. 1911. Feels very well. 
Much better than before 
operation. One or two small 
attacks, last six months ago 
pree from symptoms three 
months. Return of pain 
~iartly relieved by belt 
vluchimproved three months. 
Then return. Belt ordered 
-slight improvement 
Free from symptoms two 
months, then slight return 
3ix weeks after operation 
still pain and vomiting. 
Persisted seven months after 
operation. Little or no 
relief from belt 
-- 
No relief from operation . 
Quite free from symptoms for 
seven months. Then slight 
return for one week. . Since 
then free 
Slight relief 
Quite free six months. Then 
return pain and vomiting. 
‘Attacks last a week, with 
week interval 
Some relief, but still has pain 
206 
Six attacks, ont 
week to three 
months. Free 
TABLE IF’, contin~~d.--CASES OF VISCEROPTOSIS 
E p i g a s t r i u m  
I immediately t c  
1 one hour p. 9 
MAXE, 801, SEX, 
DATE 
No. 18. R. G., 
32, Female. 
25.7.1914 
Free HCl 
Nil. 
T. A. 15 
No. 14. S. F., 
80, Female. 
25. 8. 1914 
NO. 15. I).w. 
29, Female. 
12.10.1914 
No. 16. & s., 
85, Female. 
19. 10. 1914 
NO. 17. 14. S., 
88,- Female. 
21.10.1914 
No.18. A.G., 
41, Male. 
2.11.1914 
No. 19. R.P., 
80, Female. 
2 . 2 .  1915 
No.20. P.A. 
50, Male. 
25.1.  1915 
No. 21. L.K. 
38, Female. 
15.2.1915 
No. 22. M.A. 
36, Female. 
21.5.  1915 
Six years 
Twenty- 
hree years 
Eleven 
months 
Cwo years. 
?hen acute 
ppendicitif 
rith appen. 
dicectomy 
iix months 
Ten years 
Four years 
Two years 
Constant 
indigestior 
nineteen 
years. 
Attacks 
five years 
Five years 
A t t a c k  t h r e e  
months. Free 
f o u r  y e a r s .  
Since then three 
a t t a c k s  o n e  
month 
Attacks lasting 
two to three 
months. inter- 
vals five to six 
weeks 
Five attacks last- 
ing one: week 
i t t a c k s  every 
two months last- 
ing one week. 
Slight dyspepsia 
between 
Nearly continuou 
-..... 
Epigastriwn, im- 
mediately p. c. 
Epigastric, severe 
I m m e d i a t e l y  
p c., 1ast.s half 
an hour 
Severe epigastric. 
I m m e d i a t e l y  
pa., relieved by 
lyingdown and 
soda carbonate. 
Flatulence 
icute. Shortly 
P.c., epigastrium 
right shoulder 
Frequent attacks 
every two t a  
threedays. Two 
to three months 
intervals 
A t t a c k s ,  f o u l  
years. Lusted 
one week. Then 
free three years, 
Since then at. 
t a c k s  lasting 
four days with 
few days interva 
Attacks two t c  
t h r e e  weeks  
Free three t c  
four months 
In five years, foul 
a t t a c k s  aboui 
four weeks 
Half an hour p.c. 
Left hypochon- 
drium, between 
shoulders, severt 
E p i g a s t r i u m, 
dullt Worsep. c. 
Flatulence 
E p i g a s  t r i u m  I 
sharp, to back, 
immediately p.c 
E p i  a s t r i u m  
halfan hour p.c 
Epigastfium t c  
back, half ar 
h0urp.c. Lasted 
one hour 
-. 
me- 
uently. 
:lightly 
elieveci 
Very 
requent. 
Slight 
relief 
OCW- 
mal. No 
relief 
‘requent.. 
qo relief 
Fre- 
quently, 
Slight 
relief 
‘es. Iloer 
o t  relievi 
pain 
Fre- 
quently. 
Reliqves 
pain 
occa- 
sional. 
Relieves 
pain 
No. 
Each 
attack. 
No ,relief 
._ - - . _. 
No 
requent 
small 
mntitiec 
Two 
severe 
rttncks 
NO 
One 
attack, 
six 
months 
ago 
Never 
Severe 
eight 
months 
ago 
Small 
attacks 
Severe ii 
each 
attack 
Frequen 
small 
attackf 
\ _  . .  
‘oor in 
ttacks 
Poor 
Good 
- 
Poor 
Bad, 
vastiilg 
Poor 
Poor, 
vasting 
Bad in  
sttackr 
-- 
tee HCl 
kbsent. 
r. A. xs 
ree HCl 
4bsent. 
P. A. 88 
‘ree HCI 
Nil. 
r. A. 24 
- 
?ree HCl 
WO8 
per cent 
T. A. 40 
-- 
bee HCI 
0’15 
per cent. 
T. A. 55 
Free HCl 
0.18 
per cent. 
T . A .  62 
Free HCl 
Absent. 
T. A. 25 
MSEXHBLING GASTRIC ULCER. 
No relief Tenderness epigas- 
trium. Gurgling 
Caecum 
Five months after operation, 
Still attacks, pain and 
vomiting. No relief from 
belt. In dttacks lives on 
milk diet 
!wo months after operation. 
No return of symptoms 
Tenderness epigas- 
trium. Gurg- 
ling cmum. Pal- 
pable right kidney 
Nil 
Stomach prolapsed. Caecum 
very movable. Jackson’s 
membrane 
Liver easily pal- 
pable, enlarged 
Appendicectomy. Mem- 
brane divided 
Membrane divided 
klembranes divided. Ap- 
pendicectom y 
Dilated stomach. 
G u r g l i n g  over 
mcum 
Gurgling wcum. 
Tenderness upper 
abdomen 
Narrow abdomen. 
Gurgling caecum 
Gurgling stomach 
and cecum 
Tenderness. Gurg- 
ling over caecum 
Narrow retracted 
abdomen. Right 
kidney palpable 
CONDlllON AT OPF&ATION 
:enera1 v i s c e r o  t o s i s .  
Stomach prolapset? Freely 
movable duodenum. Mov- 
able cecum. Jackson’s 
membrane 
jtomach prolapsed. Gen- 
eral visceroptosis. Mov- 
a b l e  p a n c r e a s .  Lane’s 
kink. Jackson’s mem- 
brane 
General visceroptosis. Liver 
prolapsed. Large Riedel’s 
lobe 
General visceroptosis. AT 
pendix adherent. Lane a 
kink. Movable mmmi. 
Jackson’s membrane’ 
General visceroptosis. Mov- 
able cecum. Jackson’s 
membrane 
Movable cocum .- Jackson’r 
membrane. Lane’s kink 
General v i  s c e r o p t o s i s 
Czcum movable. Jack. 
son’s membrane 
General visceroptosis. Mov, 
able czcum. Jackson’r 
membrane. Lane’s kink 
General v i s c e r  o p t o s i s  
Stomach, catcum, kidney 
very movable. Jackson’: 
membrane. 
Sil 
Kinks divided. 
cectomy 
Nil 
Kink divided, 
cectorny 
Nil 
N21 
Membrane divided 
Appendi. 
Appendi. 
’ s in  c o n t i n u e d  f o u r  
months after operation. 
Still present but better than 
before operation 
Juite well for six months. 
Then return of pain passing 
to lower abdomen 
Free for three months ; since 
then slight return 
IAtle or no relief 
Well for three weeks. After 
this slight return of pain 
Well for six weeks. Slight 
return since 
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Diagnosis-It will be seen from the above descriptions that the 
resemblance to gastric ulcer is only superficial, and were it not for the fact that 
some cases present an ulcer in addition to  the visceroptosis, there would be 
but little difficulty after one or two cases had'been met with in deciding that 
they were suffering from visceroptosis. Unfortunately, if an ulcer occurs in a. 
patient who is already a subject of visceroptosis, the latter lesion may so change 
the usual symptoms of the ulcer that a correct diagnosis becomes difficult. 
For this reason i t  is wise to perform an exploratory laparotomy in cases of 
doubt, evea. if visceroptosis be alone present some relief may be gained by 
dividing the abnormal bands and adhesions, especially if an abdominal belt 
be afterwards ordered. 
The uncomplicated cases differ from those of true gastric ulcer22 in 
that the attacks are not so well defined. They are a s  a rule much shorter, 
and occur a t  more frequent intervals. Even in the intervals there will 
not be that complete relief which is so marked 8 feature when an ulcer is 
present, a certain amount of pain and flatulence still persisting. The patients 
are much more commonly young or middle-aged women. The pain has not 
nearly so well defined a relationship to food. It will be much more constant 
during the attacks although it may be severe. If increased by food, the 
increase is often noted at a much shorter interval after the food. Vomiting 
is very frequent,-often occurring two or three times a day during the attacks. 
It does not relieve the pain as generally happens with an ulcer, and it 
is often associated with headache and giddiness. Hrematemesis is equally 
common with either condition, and may often be large in quantity. There is 
no doubt that in the past many cases were diagnosed as gastric ulcer owing 
to the presence of this symptom. The appetite during the attack is more 
frequently lost, the patient being not merely afraid to eat, as are the patients 
with ulcer. The test meal is often of great value, there being in rather more 
than 50 per cent of the cases a marked diminution in the free hydrochloric 
acid. In a previous paper I have shown that in my experience a gastric ulcer 
is almost universally associated with a slight or considerable increase in 
hydrochloric acid, so that should a test meal in a doubtful case show only a 
trace of free hydrochloric acid, I would regard i t  as one of the strongest 
evidences of the absence of an ulcer. If, however, there is a slight increase, 
the evidence is not so valuable. The patient is more likely to have an ulcer, 
but it is possible that this lesion may be absent. On examination, the shape 
of the abdomen, the presence of dilatation of the cecum, and mobility of the 
right kidney, are all points which would suggest the presence of visceroptosis. 
In cases of doubt an x-ray examination after a bismuth meal will often prove 
of great value. 
CASES BESEMBLING CEOLELITHIASIS. 
There were 6 cases whose symptoms resembled those given by gall-stones. 
Of these, 2 were males and 4 females. The ages varied from thirty-six to 
sixty-one, the average being forty-five. 
The history of the symptoms extended from a period of five weeks to 
twenty years. The patients all complained of indigestion, flatulence, or windy 
spasms of the same typc as the symptoms which are now being recognized as 
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so characteristic of gall-stones situated within the gall-bladder. As in the case 
of true gall-stones, i t  was found on further investigation that these symptoms 
consisted of slight discomforb and fullness in the epigastrium and right hypo- 
chondrium coming on immediately after food or even before the meal was 
finished. As a rule, these symptoms would occur every day without inter- 
mission, although in one case they were only present during the severe attacks. 
Flatulence would be a very marked feature, and the eructation of gas would 
be followed by considerable relief. Vomiting did not occur unless pain was 
more severe. 
In addition to the constant symptoms, 5 of the cases showed a varying 
number of periods of more severe pain. In  2 of these i t  persisted for several 
days : it was severe, but bearable, and was increased by the ingestion of food. 
It would be associated with vomiting, which, however, would bring but little 
relief. Such attacks are found very frequently with stones in the gall- 
bladder, and as I have previously shown,= are then probably due30 subacute 
cholecystitis. The 8 other patients complained of more severe pain, lasting 
for only a few hours and radiating from the right hypochondrium to the back. 
This was described either as being colicky in nature or as causing sweating 
or retching. The condition was apparently true colic, and one of the two 
cases mentioned above had also.one such attack in addition to the pain due 
to the cholecystitis. Of the cases in these series, 2 presented a very movable 
kidney, which at operation required fixation, and it is probable that the colicky 
symptoms were those which have been frequently described as Dietl’s crises, 
which are apparently due to the mobile kidney pulling upon and obstructing 
the common bile-duct. This symptom, added to the dyspeptic symptoms 
caused by the visceroptosis, increased the similarity to gall-stones. ‘In only 
one case had there been any evidence of loss of blood : in this case the patient 
had stated that the motions were dark after. the attacks, but no blood was 
discovered whilst the patient was in hospital. The appetite was as a rule 
poor, not only in the acute stages, but also in the intervals whilst the dyspeptic 
symptoms were alone present. Unfortunately the test meal was examined in 
only two of these cases, so that it was impossible to determine accurately what 
was the relationship between the loss of appetite and the amount of free hydro- 
chloric acid. Of the two test meals, one contained 017 per cent of free 
hydrochloric acid, while in the other it was absent. In the first case the total 
acidity was 67 and in the second 42, so that here, as with those cases which 
resembled gastric ulcer, there seemed to be some variation in the nature of 
the test meal. 
The 
abdomen presented the general shape already described. There would be 
gurgling over the cBecum, and possibly a mobile kidney. In one case there 
was a large Riedel’s lobe which somewhat resembled a distended gall-bladder. 
The differential diagnosis between a distended gall-bladder and a Riedel’s 
lobe has often had stress laid upon it, and it is interesting to note that in this 
patient there was no history of colic, although if the tumour had been a gall- 
bladder the dilatation would have followed the impaction of a stone in-the 
cystic duct, which impaction would probably have given rise to colic. Not 
infrequently there was a certain amount of tenderness in the region of the 
/ 
On examination, there was often evidence as to the true condition. 
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TABLE Y.-CASES OF VISCEBOPTOSIS 
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and fullness p.c. 
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Caused sweating. 
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pain 
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severe ii 
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No 
No 
qo. But 
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ifter eacl 
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No 
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attacks 
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No 
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retchin: 
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ngs but 
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vomits 
Once in 
acute 
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S'o relief 
In each 
acute 
attack. 
No relief 
No 
Retching 
in acute 
attacks. 
No 
vomiting 
No 
NO 
No 
KO 
No 
Never 
hremate- 
mesis. 
Iccasional 
dark 
motions 
after 
attack 
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BESElvIBLMG CEO-SIS. 
Pain and 
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of micturi- 
tion 
Appetite 
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tendedcaecum , 
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Gall - bladder not 
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gall-bladder region 
Tenderness right hy- 
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Riedel's lobe. Jack- 
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son's membrane. Mov- 
able kidney 
Gall-bladder nornial. 
Membrane from it to 
colon. General viscer- 
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I 
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Kidney fixed 
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Kidney Axed 
hnsiderable relief for 
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return of symptoms 
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well fixed 
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ordered. Two months 
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pain and jaundice with 
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Three months later. 
Still some pain in back 
and soreness R.I.F. No 
pain after food 
Except for slight flatu- 
lence remained well for 
sin months after opera- 
tion. 
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right upper rectus, although in no case was there a true Murphy’s sign 
or the presence of superficial tenderness over the 8th to the 12th dorsal 
segments posteriorly. 
At operation, the same pathological conditions were found as have been 
described in the previous groups. There was the same general visceroptosis, 
the presence of bands and membranes, and the evidence of local spasm in the 
stomach wall. In two of the cases the kidney was found to be so mobile that 
i t  was considered wise to fix it through another incisioii in the loin. Apart 
from this, the operative procedures consisted of division of the adventitious 
bands and adhesions and, if necessary, removal of the appendix. Later an 
abdominal belt was ordered. It will be seen from the table that the best 
results were obtained where the kidney had been fixed ; in both these cases 
there was complete freedom from symptoms after the operation. In the 
other cases, in which little had been done beyond the division of bands and 
adhesions, the cure was but temporary, the period of relief lasting for two or 
three months only, after which the symptoms gradually returned. The 
wearing of a belt did not add to the patient’s comfort to any great extent. 
ILLUSTRATIVE CASE. 
M. K., female, age 48. For twenty years the patient had suffered from fullness 
and discomfort immediately after meals. These symptoms were associated with 
flatulence, the eructation of gas being followed by some relief. During the last two 
or three years she had had, in addition to the constant discomfort, several attacks of 
very severe pain, which would come on at any time irrespective of all food, and not 
infrequently would wake her at night. At these times the pain, which was situated 
in the right hypochondrium and passed to the back, was so severe that she had to  
walk about. It would be associated with retching, but there was no vomiting. 
Several times she had been distinctly jaundiced afterwards. There had never been 
any hsematemesis. Occasionally the stools had been dark, suggesting melaena. She 
was admitted to hospital on November 19, 1914. On examination, there was 
tenderness in the right hypochondrium, but the gall-bladder could not be felt. The 
kidney was distinctly movable and there. was a dilated cecum. The abdomen was 
narrow and the abdominal wall poorly developed. 
An operation was performed two days after admission, the abdomen being 
opened by an upper right rectus incision. The gall-bladder was fouhd distended 
with bile, but it was &ily emptied, and no gall-stones were present. There was 
marked general visceroptosis, the stomach being prolapsed and somewhat dilated. 
The mcum was freely movable so that it was easily withdrawn through the incision 
in the upper abdomen, and there was on the outer side a well-defined Jackson’s 
membrane. The kidney could be felt freely movable. The abdominal wound was 
closed, and the kidney fixed through a separate incision in the loin. Convalescence 
was uneventful, and excepting for slight flatulence and discomfort after meals, she 
has remained well until six months after operation, the greater part of the symptoms 
in her case being due to the mobile kidney. 
The details of the six cases in this group are given in Table V. 
Diagnosis.-The differential diagnosis in this group is somewhat difficult, 
for the symptoms of gall-stones are not so sharply defined as are those of 
gastric. ulcer ; and/ the almost constant presence of the symptoms, which is so 
common with visceroptosis and so rare with gastric ulcer, will also be found 
with gall-stones. The absence of any pyrexia in the attacks resembling 
cholecystitis is suggestive that such an infection is not present, and the 
CLINICAL ASPECTS OF VISCEROPTOSIS 213 
difference in the radiation of the pain in those resembling colic may also be of 
slight help. It is, however, rather upon the clinical examination that the 
differential diagnosis will rest. The gall-bladder will not be found enlarged, 
there is no true Nurphy’s sign, and superficial tenderness posteriorly is absent. 
The characteristic shape of the abdomen, the dilatation of the stomach and 
caecum, and the presence of a mobile kidney will all be points of value. It 
is now, however, clearly recognized that gall-stones are not uncommonly found 
in patients who are suffering from visceroptosis, so that it may be impossible 
to arrive at a certain diagnosis without an exploratory laparotomy. 
CASES RESEMBLING CARCINOMA OF THE STOMACH. 
It will be noticed that i t  differs from 
the other roups in that 4 were males, 1 alone being a female. The average 
The cases, though few in number, are important, for with carcinoma of the 
stomach-which has so good a prognosis if operated upon in the early stage, 
but presents so poor an outlook when the disease is advanced-it is essential 
that operation be undertaken early, and for this reason it may be unwise to 
wait until the diagnosis is certain. 
This is an 
interesting fact, for with the pathological changes of this nature one would 
expect, as was indeed the case in most of the other groups, to find the symptoms 
persisiing over many years. The explanation of the fact is somewhat difficult. 
It is possible that they are all cases of acquired visceroptosis and that the 
symptoms .only develop. in later years when the abdominal muscles are getting 
weak. The patients gave a history of some three or four months’ pain situated 
in the epigastrium or right hypochondrium, and which for that period of time 
had been constant. There had been no remissions and definite exacerbations 
such as have been found, even if ill-defined, in the other groups. In the 
majority the pain was slight, and consisted rather of a constant discomfort 
increased by the ingestion of food. In others the relation of the discomfort to 
food would be indefinite, being sometimes increased and sometimes decreased. 
-I€ increased, this would be noticed in a relatively short time, generally from 
ten to fifteen minutes. Rarely the pain would be slightly present at night. 
Vomiting might be definitely present, or there might be only much nausea, 
with the regurgitation of bitter or acid stomach contents. When present it 
was frequent, occurring more than once a day and sometimes after every meal. 
It would then be small in amount and give little or no relief to the pain. 
It would also be associated with the regurgitation of much gas, and the patient 
might complain of considerable flatulence and distention after food. This 
would be relieved by the regurgitation or vomiting, but the pain or discomfort 
would persist. In only one case was there any blood with the vomit, this being 
but small in quantity. This is true not only for visible blood, but in the other 
cases where vomiting was present there was no trace of blood even on chemical 
examination. The case which had the one attack of haematemesis.also gave 
a history of the passage of several dark stools, which might have been due to 
the presence of altered blood, although no such conditicin was found during 
the stay in hospital. 
This group includes but 5 cases. 
age was fi P ty-five, which is again considerably above that of the other groups. 
It will be seen that all five cases presented a short history. 
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The appetite is generally severely affected, as in most of the other groups. 
It would be found that since the onset of symptoms there had been a steady 
loss of t he  desire for food, this being generally most marked for meat foods. 
Again in this group it was made clear that the change was a true loss, not 
simply the fear of taking food owing to the discomfort produced. With this 
change in the appetite there would be a loss of weight, and it is noticeable 
that the one case which showed no change in the appetite showed no wasting. 
In the others the loss had been steady’ and progressive, one patient losing one 
and a half stone in seven months. 
In all 5 cases a test meal was taken, and in 4 there was no trace of free 
hydrochloric acid. In the remaining case the free hydrochloric acid was 
0’09 per cent, and as was to be expected, this was the case which had no loss 
of appetite and no loss 09 weight. The total acidity varied considerably, 
being probably dependent upon the presence or absence of acids produced 
by decomposition changes. 
On physical examination, the patient would generally be thin and wasted, 
and might even present a certain amount of anremia. In no case was a tumour 
palpable ; but even in cases of true carcinoma it  is not common to meet with 
this symptom unless the tumour be situated on the greater curvature or on 
the pylorus. A certain amount of tenderness and rigidity might be present 
in the epigastrium or beneath the upper right rectus, and occasionally splashing 
and gurgling could be obtained in the stomach or caecal areas, but in no case 
was the kidney palpable before operation. In every case the nervous system 
was investigated, the presence of knee-jerks and the absence of ocular symp- 
toms precluding the possibility of the phenomena being due to an unrecognized 
tabes dorsalis. 
At operation, there was no evidence of carcinoma or other organic gastric 
lesion. The whole of the stomach was carefully palpated, the greater part of 
the viscus being withdrawn through the abdominal wound, and the posterior 
surface examined by an opening made either into the great omentum or 
through the mesocolon. Each case, however, showed certain characteristics 
of the condition of visceroptosis. Although there was no evidence of new 
growth, the stomach, as in the other groups, often showed a marked tendency 
to spasm of the muscular wall oE the portion handled. The organ would 
be prolapsed and dilated, the cBecum. being in a similar condition. There 
was a typical, Jackson’s membrane on the outer and anterior surface of this 
latter organ, and in several there was a well-marked Lane’s kink, l n  some 
cases membrane-like adhesions would be found between the gall-bladder and 
colon. The operative procedures consisted of division of any bands or 
adhesions, but there was no indication for the performance of a, gastro- 
enterostomy, with or without occlusion of the pylorus. 
There would 
be very considerable relief for two or three months, probably owing to the fact 
that during this period the patient would lead a more restful life than custom- 
ary, and would partake of a considerably modified diet. After this period the 
symptoms would gradually recur,. but might be relieved by the application. of 
a belt, One case alone continued to have considerable relief ten months 
after operation, but even here there was a certain amount of flatulence, 
The results of operation were again not wholly satisfactory. 
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ILLUSTRATIVE CASE. 
.C. A., male, age 48. Until seven months before admission he had enjoyed per- 
fect health. Since this period he has bad constant indefinite pain and discomfort in 
the epigastrium and right hypochondrium. At  no time has it been severe, but has 
shown a tendency to increase. There was no definite relationship to meals, food 
sometimes increasing and sometimes relieving the pain. With the discomfort there 
has-been much flatulence and the regurgitation of bitter fluid. Vomiting has been 
slight, but when present did not relieve the pain. On one occasion there was a slight 
haematemesis, but several times he has passed datk stools, the colour of which his 
doctor thought might be due to the presence of blood. Ever since the onset of his 
symptoms his appetite has been deteriorating, so that on his admission to hospital 
on March 30, 1914, he felt no desire for food. During the same periods he had lost 
one and a half stone in weight. 
On examination, he was somewhat wasted. There was tenderness over the 
right upperFrectus, but nothing could be felt in this area. Knee-jerks were present. 
A test med showed the absence of free hydrochJoric acid and a total acidity of 41. 
The abdomen was opened by an upper right rectus incision, the muscle being dis- 
placed outwards. The stomach was found to be prolapsed and dilated, the walls 
r d i y  passing into local spasm. There were membrane-like adhesions between 
the ascending and transverse .colon. The caecum was movable and showed a well- 
developed Jackson’s membrane. The terminal ileum was bound down by an acces- 
sory fibrous band on the under surface of the mesentery. The appendix passed be- 
hind the mcum, and was partly covered by the Jackson’s membrane. The bands 
and adhesionk were divided, the appendix removed, and the abdomen closed. 
He made an uninterrupted convalescence, and showed a certain amount of relief 
from the operation. He still continues, however, to have some discomfort after food, 
although his appetite has somewhat increased. Occasionally there is slight vomiting. 
Diagnosis-The details of the cases in this group show a closer resemblance 
to organic disease than any of the others. There is a short history of gastric 
symptoms, occurring most commonly in a male over the age of thirty-five 
who had previously been free from any symptoms of gastric trouble-a factor 
which in itself is very suggestive of the presence of carcinoma. There is the 
same constancy of the symptoms, without the presence of any periodicity. 
The pain, as in carcinoma, is not a marked factor, and is in fact often 
described as a constant discomfort rather than pain. It is present during 
Jf 
the pain is sharp and has a very definite relationship to food, it would suggest 
the presence of visceroptosis rather than carcinoma. The vomiting will not 
help the differential diagnosis. It is small in quantity, and indeed often takes 
the form of a regurgitation of bitter fluid, a condition which is frequently 
found in carcinoma. As in the case of the latter condition, vomiting if present 
causes little or no relief. The appetite is bad; there is wasting; and the 
test meal is generally identical with that of carcinoma. Should the free 
hydrochloric acid be increased in quantity, it may again give rise to the 
suspicion of the presence of visceroptosis rather than carcinoma. On examina- 
tion, definite physical signs are as a rule absent, although the evidence of 
dilatation of the caecum may again point to visceroptosis. It will be seen, 
therefore, that the differential diagnosis is associated with considerable 
difficulty ; and as i t  is essential that a carcinoma, if present, should be operated 
upon at as early a date as possible, it will be generally wiser to perform a 
laparotomy if any doubt exists, rather than take the risk of leaving an 
-the whole of the day, but tends to. be somewhat increased after a meal. 
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TABLE VI.-CASES OF VISCEROPTOSIS 
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l e l d o m  f r e e .  
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minutes p. c. 
Not very severe. 
Not at night. 
Epigastriurn 
: o n s t a n t .  No 
definite relation 
t o  food. Sonre- 
times increased, 
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severe. Right 
hypochondriurn. 
Not a t  night 
Slight. Constant 
discomfort. No 
true pain 
C o n  t i n u o  u s ,  
slight. Discom- 
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b y  f o o d .  I n  
epigastrium 
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h o u r  t o  o n e  
hour p. c. Not 
entirely relieved 
before next. meal 
_.I.-___._ 
--.-.-- 
Svery day. Small 
quantities after 
most meals. As- 
sociated with 
flatulence. Gives 
slight relief 
Very slight vomit- 
ting. Occasion- 
al regurgitation. 
Much flatulence 
after meals 
M u c h  n a u s e a .  
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vomiting. Nau- 
sea immediately 
p,c. 
One and a half 
hours P.c., only 
rcgurgitation of 
b i t t e r  f luid.  
Slipht relief of 
pain 
Half an hour to  
one hour p.c. 
Relieves pain 
considerably 
Steadily 
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nce onset 
ptoms 
of sym- 
e'Y pool 
since 
leginning 
of pain 
Loss of 
appetite 
most 
marked 
ymptom 
Most 
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to  meat 
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Not 
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Appetite 
rery poor 
WASTING 
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six 
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weaker 
and 
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Wmted 
and 
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r m  MBAL 
_- - 
Free HCl 
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T.A. 11 
#?fee HCI 
dU€mt. 
T. A. 41 
Free I-ICl 
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T. A. 19 
Free HCl 
OW 
per cent. 'r. A . A ~  
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T. A. 48 
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Bands and ad- 
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RESEMBLING CARCINOMA OF THE STOMACH. 
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dilated. Otherwise normal. 
ICiclney movable. . Movable 
meurn. Jackson’s membrane. 
Lane’s kink 
el I-deve 1 o p e d ten- 
derness right upper 
reesUs. No tumour. 
€Owe-jerks present 
Bands and mem- 
branes divided. 
Abdomen closed 
Wasted. Splashing and 
gurgling stomach area. 
No . tumour. Knee- 
jerks present 
present Movable wcum. 
membrane 
Stomach dilated. Adhesions 
between ascending and trans- 
verse colon. Movable cecum. 
Jackson’s membrane. Lane’s 
kink. 
Bands and ad- 
hesions divided. 
Appendicectomy 
General visceroptosis. Stomach I Abdomen closed 
and cecum dilated and mov- 
able. J&kson’s membrane ! 
1 
I 
Splashing in stomach General visceroptosis. Stomach 
and cccal area. No I dilated. Otherwise normal. 
t u m o u r . Knee-jerks 1 Adhesions between gall-bladder 
present -- - 1 a n d  duodenum.  Movable 
I caecum. Jackson’s membrane 
Improved for two months. 
Then return of symptoms. 
Belt ordered. Improved ; 
not completely relieved 
Some relief from. operation. 
Still continued to have some 
discomfort; after food, with 
occasional vomiting 
8.6.1915. Muchbetter since 
operation. With the excep- 
tion of slight flatulence 
has none of his old sym- 
ptoms 
Pain considerably relieved 
two months after operation 
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early carcinoma unoperated upon. Fortunately the chances of error are not 
very great, for this clinical type of disease is relatively rare ; but even if it 
should bc thc sole condition present, a certain amount of relief may bc afforded 
by the division of the membranes and bands. 
CONCLUSIONS. 
A consideration of the above cases leads to the following conclusions :- 
1. Visceroptosis commonly simulates organic lesions of the appendix, 
stomach, and gall-bladder. 
2. The simulation, excepting in the case of carcinoma of the stomach, 
is generally incomplete. so that a differential diagnosis can often he made. 
3. Occasionally visceroptosis co-exists with one of thesc lesions. This 
combination adds considerably to the difficulty of diagnosis. 
4. The results of operative treatment are unsatisfactory ; but if there is 
any question of the possibility of a combined lesion, an operation should be 
performcd ; otherwise medical treatment should first be carried out. 
5. In  the cases resembling carcinoma of the stomach. operation should 
always be performed lest an early neoplasm be overlooked, with grave results. 
_. __~___~_____- -____ I_  _  
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